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¢ 1 did an exercise to Jind out what women see as assets. 1 asked 
them, ‘If there ts one problem that 1s top priority for you, what ts it?” 
/ asked this question to women tn Guinea-Bissau, in Madagascar: 
Mauritanta, Senegal. They all said “health”. So 1 asked, “Why not 
education, why not food?” Al of them said the same thing. “Uf 1 am not 


healthy, cannot study. 7 cannot work, I cannot eat.” 


— Yassine Fall, 


Association of African Women for Research and Development 


PREFACE 


Preface 


This report summarizes a meeting convened by Foundation 
staff working on reproductive health and human development. 
The meeting, which was held in Istanbul, Turkey in May 1998, 
brought together program officers and resource people in an 
attempt to collectively explore emerging issues and challenges 
in the areas of reproductive health, sexuality and human 
development. The meeting focused on three key questions: 


@ How does a changing global economic context impact on 
- programming in the area of reproductive and sexual health? 


e How can reproductive health and sexuality become central 
to the development agenda? 


e What are useful strategies for programming in reproductive 
health and sexuality in resource-poor settings? 


This report is a summary of the discussions held at the Istanbul 
meeting. It is not a position paper of the Foundation. Direct 
quotes are attributed, while the text represents the rapporteur’s 
synopsis of the lively presentations and discussions among 
resource people and Foundation staff. Any mistakes in 
representation are the responsibility of the rapporteur and 
colleagues who edited the report, and not of the invited 
speakers. i 


BripvoineG THE Divive: Repropuctive Heart, SEXUALITY AND EcoNomic DeveLopMENT 


Introduction 


Human Development and Reproductive Health 

While the Ford Foundation has been working in the area of 
reproductive health and sexuality since 1990, the recent 
organizational positioning of reproductive health within a human 
development framework has opened new opportunities for 
programming. The long-term vision of this program is to assist 
and empower communities and individuals to better understand, 
articulate, and address their reproductive and sexual health 
needs. This is expected to advance the key human development 
goal of improving the well being of men, women and their 
families around the world. 


The Foundation seeks to realize this vision by supporting work 
that focuses on the social, cultural and economic factors 
and environments affecting reproductive and sexual health. 
A primary focus is empowering women to participate in defining 
reproductive health needs and improving reproductive and 
sexual health conditions in their families, communities, and 
societies. Another is drawing attention to the concerns of 
marginalized members of society. 


In this context, the Foundation’s strategies include support for 
community-based groups, national, regional, and international 
coalitions, government agencies, non-governmental 
organizations, educational institutions, and talented individuals 
committed to the goals of equity, sustainability, security, good 
livelihoods, health, pleasure, and opportunity for all of society's 
members. 


Within the Foundation, programming in reproductive health 
and sexuality is located within the Asset Building and 
Community Development program. This program seeks to 
improve the lives of the poor and disadvantaged by helping 
them to build assets — social, financial, educational and 
environmental. Good health, which determines people’s capacity 
to work and earn incomes, is increasingly being perceived as a 


critical — though intangible - asset that individuals require to 
overcome poverty, 


Grant making is decentralized — Foundation offices in the various 
countries of our activity take Primary responsibility for grant 
making discussions and decisions. Due to cultural, political, 
economic and epidemiological differences among countries, the 
Foundation’s activities in reproductive health and sexuality vary 


by office/country and 8ive priority to locally developed initiatives 
and organizations. 


The affinity group 
meeting 1s where we 


come together to have 
OUr ANSWETS 


questioned? 


— E. Walter Coward Jr. 
Ford Foundation 


INTRODI CTION 


Programming in reproductive health and sexuality 

in a changing context 

New global realities provide both opportunities and challenges 
for programming in this field. On the positive side, the 
commitments that governments have made in recent 
international conferences in Cairo and Beijing have helped 
expand our understanding of and approach to reproductive 
and sexual health issues. More individuals and institutions are 
working in this area. Governments are beginning to grapple 
with issues of gender relations that lie at the core of reproductive 
health. Programming is starting to address a new generation 
of reproductive health issues, such as gender violence. It is 
also more directly taking into account the asset base of health 
(resources, knowledge and services) and the myriad obstacles 
to addressing health in its larger context. 


On the other hand, recent indicators point to downward trends 
in the economic realities that shape health. The 1997 Human 
Development Report from the United Nations notes that the 
economies of more than 100 countries were better off 15 years 
ago than they are today. The report also found that in 1994 the 
ratio of income for the richest 20 percent of the world to that 
of the poorest 20 percent was 78 to 1, up from 30 to 1 in 1960. 


Foundation staff and colleagues recognize the need to better 
understand these macro-level changes, their impact on 
individual men and women and their communities and to 
design interventions that take into account the rapidly changing 
context for this work. 


Affinity group meeting 

Since 1990, reproductive health staff have met on an annual 
basis to share information, deepen programming skills and 
analyze future trends and priority areas for individual and shared 
grant making. This structure was formalized as a Reproductive 
Health Affinity Group in 1997. 


These meetings are an invaluable opportunity to learn, share, 
exchange ideas and gain new insights into programming. In 
the past, these meetings were designed largely for learning 
and exchange between Foundation staff: this year, the goal 
was modestly broadened to include focused interaction 
between Foundation staff and representatives of the larger 
reproductive health community. 


The 1998 Reproductive Health Affinity Group meeting was held 
in Istanbul, Turkey from May 15-21, 1998. A total of 33 
participants attended the meeting - 17 current affinity group 
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members and 9 external resource persons, some of them 


Foundation grantees. 


The meeting aimed to involve Foundation staff, grantees and 
resource people in a discussion of new and emerging issues in 
the field of reproductive health and sexuality. In the context of 
rapid globalization, the 1998 meeting focused on three key 


questions: 


e How does a changing global economic context impact on 
programming in the area of reproductive and sexual health? 


e How can reproductive health and sexuality become central 
to the development agenda? 


e What are useful strategies for programming in reproductive 
health and sexuality in resource-poor settings? 


The meeting was divided into two parts. The first part, consisting 
of three working days, attempted to bridge the divide between 
economic development, reproductive health and sexuality, by 
exploring and understanding the linkages between these issues. 
These sessions consisted of resource person presentations, small 
group exercises, and in-depth discussions. 


The second part, attended only by Foundation staff, provided 
an opportunity to share thinking on key organizational issues 
and innovations and to collectively finalize the affinity group 
workplan for the coming year. Throughout the week, 
Foundation staff and resource persons met in informal sessions 
and round tables to discuss other issues such as HIV/AIDS, 
ethics, abortion, reproductive tract infections, gender violence 
and planning for the five-year review of the International 
Conference on Population and Development. 


This report summarizes the discussions held at this meeting. 
Foundation staff hope that this report will act as a useful resource 
in encouraging individuals and institutions to integrate 


reproductive and sexual health issues into development policies 
and programs. a 


GLOBALIZATION, HEALTH SECTOR REFORM AND Reprobuctive HEALTH 


Globalization, Health Sector Reform 
and Reproductive Health 


The first full session of the affinity group meeting focused on 
globalization, health sector reform and reproductive health. For 
several years, Foundation staff and grantees have expressed an 
interest in gaining a better understanding of the economic forces 
that shape the environment in which they work. This ranges 
from macro-economic changes that affect national budget 
priority setting to micro-level questions of how do women and 
their families balance the multiple needs of addressing economic 
and health priorities. 


Many countries in which the Foundation works in Africa, Asia 
and Latin America are currently undergoing structural adjustment 
programs (SAPs) initiated by the World Bank and the 
International Monetary Fund. By changing the overall economic 
context within which policies and programs are developed, 
SAPs change the conditions within which individuals earn their 
livelihoods, strengthen their asset base, and support the growth 
of their communities. In this way, SAPs pose new challenges 
for reproductive health programming and need to be better 
understood. 


Two resource persons were invited to speak on these issues. 


e Yassine Fall, Association of African Women for Research 
and Development, Senegal 


© Barbara Evers, University of Manchester, England 


Yassine Fall described how structural adjustment programs work 
and their potential negative implications for social welfare in 
general, and for women in particular. Barbara Evers discussed 
the application of similar market-based reforms to the health 
sector and their implications for gender differentials in health 
and health care. 


What is the context in which structural adjustment 
programs are introduced? 

Using the example of Africa, Yassine Fall outlined how countries 
often have little control over the global, long-term processes 
that culminate in situations requiring economic reform. For 
instance, many African countries produce agricultural goods. 
In the early seventies, as oil prices went up, prices of agricultural 
products also shot up, boosting export earnings. But countries 
needed more money to buy oil products. Given the favorable 
environment for borrowing — with banks flush with petrodollars 
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avenues for lending — finances were made available 
t rates and no conditions. In the eighties, however, 
the borrowing climate changed and interest rates soared. As 
developing countries found it increasingly difficult to meet 
interest payments, SAPs were proposed by multi-lateral lending 
and development agencies as a corrective measure. 


looking for 
at low interes 


How do structural adjustment programs work? 

Structural adjustment programs are a set of economic reforms 
that are generally prescribed when debtor nations face a major 
balance of payments crisis and are unable to generate adequate 
export earnings to even service their international debt i.e. meet 
interest payments. In these conditions, SAPs, which are based 
on underlying neo-liberal ideologies, advocate market forces 
as the engines of growth. They aim to increase economic growth 
by switching investment to ‘productive’ sectors that will boost 
export earnings and improve a country’s balance of payments 
position. The key mechanisms of SAPs are: 


e Stabilization policies: short-term changes in fiscal and 
monetary policies for a period of 1-3 years. 


Adjustment programs: more long-term, structural changes 
in an economy. A combination of fiscal and monetary 
mechanisms, such as cutbacks in government spending, 
exchange rate adjustments, and stimulation of export- 
oriented enterprises is used to boost growth. These are 
illustrated in the diagram below: 


_ STABILIZATION POLICIES 
"FISCAL POLICIES - E Obleclives 


This basic framework 
does not address 
gender. [t doesnt 
address womens 
labor. It doesnt 
address the informal 
sector. Or unvalued 
work. Or poverty. 
There must be some 
way to rethink the way 
economic reforms are 


being done. ? 


— Yassine Fall, 
Association of African Women 
for Research and Development 
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Changes in trade, financial and other policies that meet investor 
and export needs accompany these measures. For instance. 
roads are built from factories to ports, not along the routes 
where farmers sell their crops in the domestic market. Trade 
barriers are lowered through the removal of customs duties 
and tariffs, creating the conditions for a global flow of goods. 


How do structural adjustment programs affect women? 

It is widely acknowledged that SAPs have succeeded in creating 
liberalized markets of goods and services at the cost of meeting 
basic human needs, including health. When the government 
cuts wages in the health sector, for instance, fewer doctors are 
employed. A public health center in Senegal has gone without 
an obstetrician-gynecologist for two years; the closest facility 
for delivering babies is 293 kilometers away! 


The redirection of resources from social to productive sectors, 
and from domestic to export needs, has had tremendous 
implications for individuals and communities in developing 
economies. For example, the switch in resources from food 
crops to cash crops that are exported has adversely affected 
food security in Senegal. Privatizing basic services such as water 
has had a negative impact on girls’ education; daughters are 
kept home to find cheaper sources of water. “This basic 
framework does not address gender,” asserts Fall. “It doesn’t 
address women’s labor. It doesn’t address the informal sector. 
Or unvalued work. Or poverty. There must be some way to 
rethink the way economic reforms are being done.” 


Reforming structural adjustment programs 

Although it was expected that SAPs would lead to increased 
growth and incomes, this has not happened. Even in countries 
with rising Gross National Products (GNPs), income levels of 
the poor are decreasing in real terms (i.e. they can buy less 
with their earnings today). Consequently, income disparities 
between rich and poor are widening, as SAPs rely on the private 
sector to take over where governments have ‘failed’. 


Policymakers, donors and academics have increasingly begun 
to question the ideological assumptions underlying SAPs. Today, 
it is widely acknowledged that the role of the state cannot be 
reduced so drastically. Investments by governments in health, 
education and infrastructure are needed to achieve the growth 
objectives of SAPs. For instance, a healthy population - and 
infrastructure — is needed to transport goods and services from 
the countryside to ports. Since the private sector 1s unwilling to 
make the long-term investments required in these areas, a 
diminished state means a disintegrating social service sector. 
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Experience has taught us that state investment is needed not 
only to achieve equity, but to boost efficiency and growth. 


Sector Program Support is an effort to apply structural adjustment 
to a particular sector in an effort to increase efficiency and 
achieve growth objectives. It is a form of financial assistance 
characterized by a high degree of donor coordination. In this 
form of assistance, support is provided to sectors, rather than 
to projects. A group of donors working together defines how it 
wants to provide support to a sector, and under what terms. 


How are structural adjustment programs being applied to 


the health sector? 
Barbara Evers, an economist at the Gender Analysis and 


Development Economics Project, University of Manchester, 
described how sectoral reform is carried out within the health 
sector. The overall objective is to ensure that the state continues 
to provide an essential package of health services, while other 
services are privatized. Health sector reform consists of the 
following components: 


e Re-organization of the health ministry to achieve sector 
aims. For instance, in Bangladesh, the family planning 
department, which is part of a separate ministry, is being 
integrated into the health ministry. 


¢ Decentralization of sector activities, identification of needs 
and budgetary responsibilities. For instance, a district 
hospital is responsible for its budget, rather than an official 
based in the health ministry. 


¢ Improvement of stakeholder participation and 
accountability to ensure that the services provided are those 
that are needed. 


Cost recovery mechanisms such as user charges and 
insurance. 


Implementation of new public management systems. 
There is an effort to introduce management ethos into 
bureaucracy through the use of financial information 
systems, management information systems etc. 


In health sector reform programs, the health sector is defined 
narrowly in terms of the relevant ministry. Many of the factors 
determining health are not contained within this notion of a 
Sector. For example, support might be provided to build a clinic 
in a hilly area, but not to build the roads needed to reach it. 
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¢ Lf gender tnequality 
means health sector 
reform wont work, 
then theres a need to 
decrease gender 
inequality. And in 
every country in the 
world that means 
looking at the 
unequal, the unfair; 
lhe disadvamtaged 


position of women. ? 


— Barbara Evers, 
University of Manchester 


GLOBALIZATION, HEALTH SECTOR REFORM AND ReEpRoDUKc TIVE HEALTH 


These would be considered part of the transport sector. Similarly, 
water-borne diseases would be treated, but underlying issues 
of sanitation and providing infrastructure for safe water would 
be considered outside the sector. 


The concept of health sector reform is based on the following 
principles: 


e Support is sector-based, rather than project-based. 


e Programs supported rely on local capacity, rather than on 


international experts. 


e Support is usually provided to services that are financially 


sustainable i.e. services that can ultimately be sustained 
without donor support. 


e Stakeholder participation is limited to ensuring that the 


services being provided are the services people want. 


In theory, health sector reform includes elements that could 
make it easier to implement reproductive health programs. For 
example, decentralized decision-making allows for local groups 
to be more involved and for government officials to tailor 
programs more suited to the needs of local populations. 
Stakeholder participation is another important component to 
build on in developing private/public partnerships. 


In practice, however, many of these aspects remain neglected. 
Stakeholder participation is almost absent. Cost recovery 
mechanisms are forcing poor people to pay for services that 
were free. Economists and managers, who know little about 
health, design program indicators. The aspect of prevention - 
preventing ill-health — is neglected in favor of curative services. 


What is the impact of health sector reform on women? 
The gendered nature of the health sector needs to be taken 
into account in assessing the implications of structural 
adjustment programs and health sector reform for women and 
their reproductive health. 


By cutting health services, health sector reform effectively 
transfers the burden of health care from the paid economy to 
the unpaid economy of care. Women, who typically maintain 
assets or social capital, must now take on the added 
responsibility of health care in home settings. “When you cut 
spending in the Ministry of Health, you increase the burden 
on women,” says Evers. “Women are working harder, they're 
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less able to participate in community activities, less able to care 
for their families or children, to produce food crops. Or they 
may be able to produce food crops, but at the expense of 


taking their children to school.” 


The following diagram, which was extracted from Barbara Evers’ 
paper on Sector Program Support, illustrates the effects of 


cutbacks in health services. 
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Discussion 
While only a few reproductive health programs focus specifically 
on health sector reform, all Foundation staff and colleagues 
recognize the impact these changes may have on work in this 
area. As such, this session was designed to help participants 
a understand how to work within a changing economic 
re el tien focused more on how to think about 
programming in this context, rather than 


on identifyi 
oe ee concrete programming strategies. The following 
sues Were Drought up during the discussion: 


Models of growth: » 
framework of the ne 
on the primacy of ma 
things, but inefficien 
need for developm 
the idea of a 


articipants questioned the conceptual 
O-liberal model of growth, which is based 
ret forces. The market is efficient at certain 
( in other areas, Participants advocated the 
ad ht as than growth; growth is against 

Sustainable to all. There is a need to 


GLOBALIZATION, Heavr Secror Rerorm AND Repropucrive Hi ALTH 
a a lens bts 


promote alternative models of development based on principles 
of social justice, equity and gender equity. Several models of 
human development and sustainable development were cited 
in this context. 


Improving stakeholder participation: How can stakeholders 
participate more effectively in policy making and program 
design? Stakeholders need to be involved in decision making, 
since they too often have little say in decisions over health 
policies affecting them. At the same time, stakeholders need to 
better understand the big picture — and how to translate macro 
policies into micro-level interventions. Training is one way to 
accomplish this. 


Many Human Development and Reproductive Health programs 
in Africa, Latin America, and Asia work to broaden both the 
participation in and parameters of policy-related issues of 
consequence to reproductive health conditions. For example, 
an initiative entitled Just Economics in the United States 
empowers women and grassroots advocates to understand 
economic policies so that they become familiar with structural 
factors contributing to poverty. 


Related to this is the need for stakeholders to develop tools 
and capacities to engage with economic institutions. Typically, 
policymakers understand ‘efficiency’ arguments more readily 
than arguments based on equity. Strategies were discussed for 
making the arguments of stakeholders more visible and useful 
to policymakers. 


Ensuring accountability: |n the era of globalization, the notion 
of accountability itself has changed - global institutions such 
as the World Trade Organization have little accountability in 
the democratic sense of the term. There is a need to make 
policies, institutions and programs accountable to their publics. 


There is a need to hold multi-lateral donors more accountable 
to civil séciety and to hold the public sector accountable for 
delivering services in the context of SAPs. Systems of 
accountability must reflect not just the paid economy, but also 
the unpaid economy. A better system of indicators is needed 
to monitor health care in decentralized systems. 


Two key questions emerged from animated discussion about 
the changing roles of the public and private sectors: How does 
this shift affect preventive health care? How could one program 
more strategically in the private health sector given its 
changing role? 
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Factoring gender differentials into health sector reform: 
Participants highlighted the need to better understand how 
structural adjustment programs and health sector reforms affect 
women. To what extent have reforms shifted the burden of 


health care onto women? What are the hidden costs of this 


transfer? 


The health sector needs to be viewed as a gendered structure. 
Men and women have differential access to the health-care 
sector and the same program often delivers different benefits 
to men and women. Given this, it is critical to ensure that gender 
differentials are factored into all health policies and programs. 


The diagram below outlines a way to assess macro policy, 
meso institutions and micro responses in the health sector for 
gender balance. It is extracted from Barbara Evers’ paper on 


Sector Program Support. E 


MACRO POLICY 
Is the reproductive economy considered? 


Spica = 
CS 


Sie eee & tet SSE gay LEI Fe > a ttm, Gea eas Bik Rat Be 
- AFP es : Sa 7 rates > oe S58 Nan oh CMS ae . a 
en’s participation: == 


Is economic policy a male domain? 
Are women’s voices marginalized, even in social policy? 


MESO INSTITUTIONS & ORGANIZATIONS 

Public and private health services, formal and informal providers, hospitals, clinics, 
training institutions, community groups, women’s groups, stakeholder groups 

Gendered laws, norms and rules 


Men’s participation == Women’s participation 


Do men monopolize leadership roles while women provide the support system? 


MICRO RESPONSES 
Doctors, nurses, financial managers, TBAs, patients, men, women, boys, girls 
Whose voice is heard? 


Men’s participation 


How far is there Co-operation and conflict (open or covert) in households? 
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Integrating Reproductive Health 
and Economic Development 


Although health is a key component of development, 
reproductive health and economic development are rarely 
conceptualized in an integrated manner. Historically, the two 
discourses have remained separate. Reproductive health has 
been seen as a soft issue whose primary consumers are women; 
economic development as a hard issue, whose constituents are 
largely male. Policymakers continue to view reproductive health 
as a private matter requiring little policy intervention, unlike 
economic development, which straddles the public policy 
domain. In this context, the critical challenge is this: How do 
we ensure that reproductive health is central to the development 
agenda? 


Three speakers shared their insights into this issue. 
e Srilatha Batliwala, Ford Foundation, USA 


e Mirai Chatterjee, Self Employed Women’s Association, 
India 


e Rosena Sanchez, Development of People’s Foundation, 
Philippines 


What are the key obstacles to integrating reproductive 
health into development? 

Srilatha Batliwala, program officer, Governance and Civil Society, 
Peace and Social Justice program at the Ford Foundation, 
identified the following key obstacles to integrating the two 
paradigms. 


e The historical distance between the discourses of 
‘gender’ and ‘development’, which have occupied 
parallel streams. Until a number of feminist economists 
started addressing development issues from a gender 
perspective, issues of gender didn’t enter the realm of 
economists at all. Since reproductive health is seen as an 
issue related to women, it was excluded from the traditional 
discourse on development. 


© The conceptual divide between private and public 
matters. Reproductive health and sexuality are personal 
issues that often occur within the family domain. 
Development experts simply did not consider it 
their business to address matters they saw as private. 


Z/ 
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The women’s and human rights movements have made a 
significant contribution to breaking this Rgocepeay divide 
by challenging the exclusion of women’s rights from the 
traditional purview of human rights. 


Development policy largely sees its constituents as 
male. Women are just not seen as the prime constituents 
of development policies and programs; thus matters 
relating to them are automatically excluded from the 
sphere of policymaking. An interesting example of this is 
India. In the mid-seventies, an entire government collapsed 
after the national family planning program — which had a 
strong population control motivation and forcibly sterilized 
citizens — started targeting men. Although the same 
program has targeted women for decades, this has had 
little impact on national politics. “Even if you deny women 
water, food, reproductive health services etc., the 
government is pretty safe,” says Batliwala. 


e Even when reproduction is acknowledged as a 
development issue, it is usually in the context of 
population control imperatives. Several anti-natal 
societies perceive women’s reproductive health needs 
merely as a tool for demographic ends, and seek to transfer 
control of a woman’s reproductive behavior from her 
husband (or family) to the state. Similarly, pro-natal 
societies seek to control women’s reproductive health 
behavior, since women play a critical role in transmitting 
and protecting culture. Thus, development efforts to 
integrate reproductive health have not been rooted in a 
concern for women’s needs. 


The 1994 International Conference on Population and 
Development held in Cairo finally provided an opportunity 
for reproductive health to be seen as a development issue. But 
even today, there is little conceptual clarity on how to integrate 
these two issues at the policy or programmatic levels. 


How are reproductive health and economic development 
linked in women’s lives? 

Srilatha Batliwala, program officer, Governance and Civil 
Society, Peace and Social™Justice program at the Ford 
Foundation, outlined how these two issues are intrinsically 
linked in the lives of women. Her presentation demonstrated 
how various economic, social and political forces interact to 
determine the status of poor people in any given society, the 


status “ women in that society, and therefore, the status of 
women’s health and reproductive health. 
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Policy still sees them 
as Separate. A woman 
will be asked “Do you 
want water at your 
doorstep?” “Or do you 
want your prolapsed 
ulerus fixed?” “Or do 
you want more 

income?” How ts she 
Supposed to answer 


that question? 


— Srilatha Batliwala, 
Ford Foundation 
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Income and : i Class 

employment Porth Position Caste 

Assets (e.g. Race 
landholdings) Political Context Ethnicity 
Religion 


Access to basic Nature of state and regime 


needs and Economic & social policies Region 


services (food, Nature of laws, legal rights 
fuel, water, Nature of civil society Age 
health, Nature of democratic space Rank in family 
education) 


Gender relations 


The three overarching sets of forces that interact to affect 
women’s lives are: 


@ Material conditions 
e Social position 


e —— Political context 


A large number of economic development interventions attempt 
to improve women’s material conditions by raising incomes, 
providing employment opportunities, and securing better access 
to basic needs and services. However, all positive impacts on 
material conditions get mediated by the social positions of 
women. 


Social position - the given position of an individual in the 
social hierarchy — depends on the interaction of three sets of 
factors: 


e Factors arising from larger power relations in a society 
(class, caste, race, ethnicity, religion, region). 


e Factors arising from power relations within families (age, 
rank in family). 


e Factors springing from a broader ideology of gender and 
the roles of men and women (gender relations). 
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For instance, the last born usually has least access to nutrition, 
particularly if she is a girl; the youngest daughter-in-law has 


least access to familial resources. 


Both material conditions and social positions occur within a 
olitical context. This political context determines the nature 


of the state, economic and social policies, legal and enshrined 
rights, the nature of civil society and democratic space in that 


society. 


These three sets of forces interact simultaneously, rather than 
sequentially, in a womans life to determine a woman's access 


to health and reproductive health. 


How do women simultaneously experience economic and 
health needs? 

Resource people shared examples of ongoing efforts to address 
health in its economic and political contexts. Through the 
experiences of her organization, Mirai Chatterjee, general 
secretary of the Self Employed Women’s Association (SEWA), 
India described how women experience economic and health 
needs at the same time. More than 94% of working women in 
India work in the unorganized sector; over the last 25 years, 
SEWA has organized 212,000 women in six states into a union. 
SEWA also runs a co-operative bank for its members, which 
lends poor women money at nominal rates of interest. 


SEWA, a trade union of women workers in the informal sector, 
has two goals: 


° Providing full employment at the household level 


e Ensuring self reliance 


Full employment is defined as employment that gives women 
and their families regular and sustainable work i.e. employment 
that assures security of work, income and food, as well as 
social security (health care, childcare, and shelter). Self reliance 
is defined both as economic viability, and as control over 
decision-making, SEWA attempts to achieve these goals through 
twin strategies of struggle and development. 

Why did a trade union take up issues of health care? Simply 
because union members themselves demanded a health 
program. Chatterjee outlines the reasons that union members 
put forward in support of their demand. 


The women say, 

“Our health 1s our only 
wealth. Al we have ts 
our bodies. As long as 
we CaN move, We Can 


work and earn.” 


— Mirai Chatterjee, 
Self Employed Women’s 


Association 
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e The women saw their health as an asset, which they needed 
to maintain in order to work and earn. They would say, 
“Our health is our only wealth. All we have is our bodies. 
As long as we can move, we can work and earn.” 


¢ Union members often experienced ill-health because of 
the nature of their work. For instance, women who drag 
heavy loads on hand carts, well beyond the permissible 
limit, had spontaneous abortions. 


e —_Ill-health and disease not only eroded the gains of their 
labour, but forced women to take loans. A research study 
done by the University of North Carolina showed that 
most loans were taken for health purposes. 


e Women who took loans identified ill-health as the main 
reason for delays or defaults in repaying these. In the late 
seventies, 500 defaulting borrowers said they could not 
repay their loans due to ill-health, often related to 
pregnancy and childbearing. In fact, 20 of these women 
died later —- 15 of them during childbirth. More recently, a 
1995 falciparum malaria epidemic in the state of Gujarat 
wiped out the entire incomes of women workers. 


“We realized we could no longer do a piecemeal health camp 
once in a while,” explains Chatterjee. In response to this, SEWA 
now runs a health care program, which is need-based and 
demand-driven. The program consists of the following 
components: 


e Training: Since women are health providers in the family 
and in the community, the main strategy is to empower 
women with health information. The organization has 
trained midwives and community health workers as 
barefoot doctors. 


e Service provision: As primary caretakers, health workers 
are expected to address 80% of health problems. SEWA 
runs three generic drug counters for its members. Health 
workers charge a modest fee for services; they decide the 
amount. 


¢ Health education: The program typically uses the curative 
approach as an entry point to preventive health education. 


e Health insurance: Since medical expenses are rapidly 
increasing, SEWA Bank provides health insurange- to. 
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e Organizing: Midwives and health workers are organized 
into co-operatives and enabled to struggle for their rights 
as workers. For instance, 1000 midwives demanded and 
got identity cards from the government, making it easier 
for them to link up with the public health system. Midwives 


are also organizing on wage issues. 


Advocacy: The health co-operatives use their grassroots 
experience to lobby for policies on issues related to health. 
Advocacy actions have led to the removal of contraceptive 
targets, and the provision of screening camps for 
reproductive tract infections (RTIs). Gujarat, where SEWA 
is based, is the first Indian state to introduce a maternity 
benefits program for landless agricultural labourers. 


Health issues are addressed within the context of underlying 
socio-economic determinants. For instance, achieving food 
security is critical to achieve health security; the organization 
sells packets of coarse grains in food-scarce areas. 


Health care is also seen as a source of employment for women, 
thus fulfilling union objectives of full employment. For instance, 
surpluses generated from drug sales are used to partially pay 
health workers. 


The SEWA experience demonstrates the linkages between 
economic development and health. Two key lessons have 
emerged in this context: 


¢ Women who attain some security of income inevitably 
demand health interventions. 


* Income security cannot be achieved without health 
security and vice-versa. 


How can reproductive health be integrated into 
development policies? 

Rosena Sanchez from the Ateneo Task Force and Mindanao 
Working Group on Reproductive Health, Gender & Sexuality, 
Philippines shared the coalition’s Strategies in integrating 
reproductive health into development policy at the local level. 
Reproductive health is now part of the Women’s Development 
Code of Davao city, the capital of the southern Mindanao region 
of the Philippines. Although the region is rapidly being 
developed as an important center of international trade, it is 
also reeling under growing income disparities. | 


6 We engaged in dialog 


with others. 
Coutinuous dialog — 
with people who are 
against the Code, with 
those who had doubts 
about the issue. We 
really spent a lot of 
time trying to explain 
it to them. ? 


— Rosena Sanchez, 


Development of People’s 
Foundation 
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The Women’s Development Code includes guidelines and 
indicators on implementing the code, including maximum 
penalties of 5000 lira and imprisonment of one year. It consists 
of 11 articles on the following issues in relation to women: 
violence; political and public participation; cultural identity; 
labor and employment; health rights; education rights; socio- 
economic benefits; rural women’s rights; special sector concerns: 
support systems for women and children; gender and 
development. 


The organization used the following strategies to achieve its 
objectives: 


e Research: Inter-sectoral, inter-disciplinary, community- 
based research was used to convince policymakers of the 
nature and magnitude of problems that women face. For 
instance, quantitative research showed that 98% of urban 
poor women suffer from reproductive tract infections, that 
10% take recourse to unsafe abortions, and that women 
are forced to become sex workers not just because of 
poverty, but also due to sexual abuse. 


e Advocacy: A number of advocacy strategies were used to 
create a consensus around the issue. These include 
research, media, networking etc. Public awareness was 
created through women’s health fairs, theatre and drama 
events, and debates on beauty contests and concepts of 
gender. Reproductive health issues were related to issues 
of economic development. For instance, privatization of 
health care was linked to the issue of foreign debt. This 
helped break the perception of reproductive health as a 
private matter concerning women. 


e Networking: Consensus, on the need for the code was 
built across differing constituencies. The task force built 
coalitions with a wide range of key actors in the area: 
labor unions, religious unions, and adolescent groups. 
Sympathetic government officials, who were convinced 
of the need for the code, were strategically used to engage 
in continuous dialogues with more resistant officials. 
Training seminars were also used as opportunities to break 
down patriarchal notions. 


The task force is currently attempting to persuade the mayor to 
sign the code, which has yet to be implemented. 
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Strategies to integrate reproductive health and economic 


development ne tebe? 
In a collective exercise, participants identified a number of 


strategies — at community and policy levels — to integrate 
women’s economic and reproductive health needs. Many of 
these strategies are components of Foundation-supported 
efforts. Foremost among them is the need to prioritize the 
marginalized, including women, and to develop programs 
responding to their concerns. “Trust women, and reproductive 
health will emerge,” said one participant. “Trust the process.” 


Ground-level strategies 


e Community organizing. However, in countries such as 
China, it is not safe to use credit group or other meetings 
to discuss topics of social concern such as reproductive 


health. 


e Community-based participatory research to identify 
community needs. 


¢ Bi-directional pressure building. Pressure needs to come 
from both directions, bottom-up from the grassroots and 
top-down from policy levels. 


e Developing mechanisms to link economic and health 
needs at the practical level. These could include savings 
and credit groups and health insurance schemes. 


° Creating safe spaces within the community for women to 
articulate sensitive concerns, including reproductive and 
sexual health needs. 


* Building capacities of constituents to use the ‘rights’ 
framework to assert their needs. 


Building capacities of program planners and community 
organizers to integrate the two sets of issues. 


Sensitizing service providers and health delivery systems 
on the linkages between economic and health needs. 
Encouraging flexibility among program planners in 
responding to community needs. 


Facilitating dialogue between women’s health advocates 
and community-based organizations. 
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° Accessing political spaces where program priorities are 
developed. 


¢ Enhancing transparency of budget planning processes, 
where allocations are determined. 


¢ Creating public awareness of these linkages through media 
advocacy. 


Policy-lev. 


It is critical to transform policy perceptions of the linkages 
between women’s needs. 


Key strategies include: 
e Raising the awareness levels of sympathetic policymakers. 


¢ Translating women’s needs and gender analysis into 
‘efficiency’ arguments or terms that economists and 
policymakers understand. 


@ Developing research to challenge policy premises and 
strategies. How can research be used to demonstrate to 
policymakers that whatever economic decisions they're 
taking will have an impact on human health? 


¢ Bringing ground-level information, quantitative data, case 
studies, and action research to the attention of 
policymakers. 


© Organizing at the international level to address multi-lateral 
donors, international institutions, and global institutions 
such as the World Trade Organization. 


Underlying all these strategies is the need to mainstream gender 
at all levels: across community groups and their constituents, 
program planners, service providers, different kinds of 
institutions, policy-makers and donor agencies. The key 
challenge is to enable all individuals and institutions to look 
through gendered eyes at all their work. e 
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ln our soctety, sex 1s the secret that everybody knows. [ts a secret 
between femiule neighbors having a cup of coffee before their husbands 
return home. Its a secret between teenagers looking at porn 
magazines. Its a secret between husbands and wives, brothers and 
sisters. Its a secret ofa woman with herself upon masturbating. 
Its a secret between an assailant and his victim. The subject FAY 


shrouded tn total secrecy. 


— Safa Tamish, 


lamer Institute for Community Education 
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Implementing Sexuality Programs: 
Lessons Learned 


Sexuality is not only a critical aspect of reproductive health, it 
is also a vital component of human development. Decades 
ago, psychologist Abraham Maslow identified sex, along with 
air, water, food and shelter, as the most basic human needs. 
However, even today, sexuality is consistently placed below 
other competing needs on the human development ladder. 
This is more so in resource-poor settings, where it is inevitably 
assumed that economic and other needs are far more important 
than sexual needs. 


The meeting attempted to better understand ongoing work on 
sexuality and explore possibilities for strengthening 
programming in this area through a series of presentations 
and in-depth discussions. Four resource persons from Asia, 
the Middle East, Africa, and Central America were invited to 
address this issue, with reference to their own work in sexuality. 
The speakers, who are all Foundation grantees, were: 


e Radhika Chandiramani, Talking About Reproductive 
and Sexual Health Issues, India 


e  §afa Tamish, Tamer Institute for Community Education, 
West Bank 


e Gabriela Rodriguez, Afluentes S.C., Mexico 


e Nike Esiet, Action Health, Nigeria 


Initial discussions centered around the following key questions: 


© In the context of inadequate resources, many constraints 
to wellbeing, and a range of competing human needs, 
why is it important to work in the area of sexuality? 


e How is sexuality programming undertaken in different 
social, economic, political and cultural contexts? 


© What are the key barriers to programming in sexuality in 
diverse contexts? 


© What strategies have been most effective in overcoming 
the barriers to programming in the area of sexuality’ 


The sessions, conducted over two days, also included a candid 
discussion of best practices, lessons learnt, and persistent 
challenges on programming in sexuality. 
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Why is it important to work on sexuality? 

Sexuality was seen as an issue that is as critical as any other, 
even in resource-poor settings where there is a tendency to 
privilege economic needs over other needs. “Desire is as real 
as the rumblings in our stomachs,” said Radhika Chandiramani. 
“Even when people don’t have houses, they’re still having sex.” 


Although there is a tendency to dismiss sexuality as a ‘luxury’ 
issue, sexuality can become a life and death issue for some. In 
India, several callers of a suicide helpline had attempted suicide 
due to sexual problems. Callers were treated for depression 
but not for the underlying sexual issues. 


Sexuality is not merely about sex; it is about the rights of human 
beings, particularly women, to make choices on issues that are 
both intimate and challenging. These include decisions on 
sexual orientation, behaviors and practices, relationships, 
childbearing, contraception, abortion, and a range of related 
issues. As such, sexuality is about rights, autonomy, choices, 
and decision-making. 


Sexuality is “a total expression of who you are as a human 
being” as Nike Esiet put it. Since sexual decisions are often 
made within relationships, the decision-making process 
inevitably confronts underlying power relations. Thus it is 
through sexuality that a culture manifests the dimensions of 
freedom and oppression. “Our physical body represents the 
frontier of freedom,” says Gabriela Rodriguez. “To control 
sexuality is to control a person’s life.” 


Men and women in all societies experience sexuality 
simultaneously with other needs. Thus sexuality must be 


addressed alongside other needs, rather than after other human 
needs have been met. 


What are the common barriers to working in this area? 
Despite coming from widely differing contexts, participants 
identified several common barriers to working in this area. 


° The culture of silence: This was identified as the most 
critical barrier. There seems to be an implicit agreement to 
confine sexuality to the private domain; in several cultures, 
the existence of sexual problems is denied. Sometimes, 
even the language is absent, making discourse difficult. 


Political barriers: These include the rise of right-wing 


religious fundamentalism, and the exclusion of women 
from positions of power. Political apathy often prevents 
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© Desire is as real as 
the rumblings in our 
stomachs. Even when 
people dont have 
houses, theyre still 


having Sex. ? 


— Radhika Chandiramani, 
Talking About Reproductive 
and Sexual Health Issues 


People believe that by 
providing information 
on Sexuality fo young 

people, youre just 
giving them licence to 


9 


go and have sen. 


— Nike Esielt, 
Action Health 
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governments from addressing an issue even when its 
importance is acknowledged. The political situation in 
places such as Palestine limits the mobility of its citizens, 
acting as a very real barrier to programming at the day-to- 
day level. 


Economic barriers: These include the sexual division of 
labor, women’s economic dependence, and inadequate 
opportunities for women to earn their own livelihoods. 


Socio-cultural barriers: These include continuing gender 
inequities and patriarchal value systems. In every culture, 
women are taught that their main aim in life is to find a 
worthy husband. Relationships are conducted against a 
backdrop of stereotypes e.g. ‘dominant man’ and 
‘submissive woman’, ‘conquest’ and ‘submission’. Several 
cultures dismiss sexuality as a western concept. In 
Palestine, for instance, anything seen as western is rejected 
as a reaction to Western stereotyping of Arab societies. 


Subjective barriers: These include shame, guilt, and 
notions of stigma and honor. — 


Programmatic barriers: In many countries, there are 
practically no organizations or institutions working in this 
area, leading to tremendous isolation. Programs that do 
exist are often poorly designed and implemented, causing 
more harm than good. For instance, pamphlets put out in 
India list masturbation and wet dreams as sexual 
deviations. 


Several programs also view sexuality as an instrument to 
address other issues, such as sexually transmitted diseases, 
rather than an ‘end’ in itself. Sexuality is rarely viewed as 
a vital dimension of healthy human development that can 
be experienced and expressed in ways that are pleasurable 
and affirming for both genders. 
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Learning from experience: What strategies can be used to 


overcome these barriers? 
The following case studies outline four different approaches 


used to overcome the barriers identified above. Although these 
approaches are used in contexts as diverse as India, Nigeria, 
Palestine, and Mexico, they share certain values, principles and 
strategies in common — and provide important lessons for 


programming in this field. 


Using the pleasure principle 

Talking About Reproductive and Sexual Health Issues — or 
TARSHI — is a Delhi-based organization that aims to promote 
sexual wellbeing by providing information. TARSHI’s work is 
centered around two telephone helplines, which have 
responded to more than 28,000 calls since they were set up in 
1995. The organization also publishes pamphlets, does school 
outreach programs, undertakes research and documentation, 
and informally advocates for attitudinal changes to sexuality. 


The decision to start a helpline arose out of the need to ensure 
confidentiality and anonymity, (especially for women) given 
the stigma that surrounds sexuality. The helpline provides not 
just information, but also counseling and referral services. 
Information is provided in a simple manner such that callers 
can understand it and use it in their own lives. But giving 
information is not enough when it comes to making decisions 
on sexuality, a terrain that is inevitably clouded with fears and 
misconceptions. So counseling is used to help callers arrive at 
decisions that they are comfortable with. “It’s totally non- 
judgmental,” explains executive director, Radhika Chandiramani. 
“We do not advise. We do not pontificate. We are not moralistic.” 


But this does not mean that the helpline is value-neutral. For 
example, sexual abuse is always labeled wrong. “Otherwise 
we actually sanction abuse simply by being silent,” says 
Chandiramani. Each caller who might call back is given a code 
number to maintain continuity while ensuring anonymity. Every 
call to the helpline, which operates in Hindi and English, is 
documented. “People are comfortable,” explains Chandiramani. 
‘So they tell you things they may not otherwise necessarily tell 
you.” Questions asked in fepeat calls often reveal that the caller 
has reached a higher level of understanding. 


Providing information is particularly challenging in the Indian 
context. Although rapid modernization is changing attitudes, 
Parents continue to “arrange” marriages for sons and daughters. 
Women experience tremendous guilt about pre-marital sex since 
virginity is the norm. In joint families where there are hierarchies 
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¢ Very often we are so 
busy fighting battles 
that we forget about 
desire, we forget 
about pleasure, we 

Sorget about 

Sulfilmem. And tt 1s 
actually all these 
things that do not 
allow people to, jor 
example, use a 
condom everytime 
they have sex. Its not 
that they dont know. 
It’s perhaps that they 

Jeel they re not going 
to be so satisfied. 


— Radhika Chandiramani, 
Talking About Reproductive 
and Sexual Health Issues 
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of age and rank, not just women, but young men have little 
power to make sexual decisions. Concepts of shame and honor 
(izzat) abound; individuals are expected not just to uphold 
their own dignity, but to maintain family and caste honor 
‘Quacks’ or unqualified medical practitioners only create more 
misinformation. And hardly anyone talks about sex. 


Unlike organizations that approach sexuality from a disease- 
oriented perspective, TARSHI bases its sexuality work on the 
pleasure principle. For example, the refusal to use condoms is 
attributed, not to a lack of knowledge, but to a lack of pleasure. 
“If we don’t address the pleasure aspect, we can’t deal with the 
issue,” asserts Chandiramani. Unlike programs that follow a 
linear progression from illness to health (defined as absence of 
illness) and then to wellbeing, at TARSHI sexual wellbeing is 
central. 


Despite its accent on pleasure, the organization does use a 
disease-removal framework as a strategic entry point when 
needed. Other strategies include: 


© Consciously using media as an ally to advance debate on 
sexuality in a non-sensational manner. 


© Positioning the organization as professional, consisting of 
credible experts. 


¢ Beginning where the individual is at and leading him or 
her to the right perspective, rather than the other way around. 


e Validating and working from people’s concerns and 
anxieties about sexuality. 


¢ Working with men. Although the helpline aims to reach 
mainly women, 95% of initial callers were men calling on 
behalf of their partners. Until the man has vetted the helpline, 
he will not allow his partner to access it. 


© Building on men’s need to appear knowledgeable about 
sex by passing on accurate information. 


The following example illustrates how the helpline validates 
concerns, plays on concepts of masculinity, and weaves in issues 
of pleasure and gender. Young men who call up with anxieties 
about ‘performing’ on their wedding night are asked to imagine 
the fears the prospective bride must face. They are advised that 
postponing the wedding night will lead to increased pleasure 


~ and told to make up stories to save face with their friends. “It , 


” 


works,” says Chandiramani. “The man will call up three weeks 


a 

r 

later to say he’s having a fantastic time.” one 
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Talking to teenagers oe 48 
“We come from a more disease-oriented perspective,” says Nike 


Esiet of Action Health, Nigeria. “Not by choice, but because of 
the situation we find ourselves in.” Roughly a quarter of Nigeria's 
population is adolescent, and five out of every 10 girls attending 
secondary school are sexually active. Teen sexual activity often 
ends in pregnancy, a situation that can lead to ridicule and 
punishment. In Lagos, two out of five girls has an abortion 
during secondary schooling, many of them unsafe and induced. 


Linked to this are the pressures of being a teen: the welter of 
confusion, the lack of guidance, the detachment from cultural 
moorings, and the overwhelming need to be cool. Structural 
adjustment programs have added+new economic pressures, 
prompting teenage girls to exchange sex for money. “In this 
situation, young people need information to deal with the 
challenges of growing up,” asserts Esiet. “And this is non- 
existent.” 


In 1989, Action Health started providing information to 
adolescents’ in Lagos through peer educators in schools. Since 
then, the organization has set up a youth center, which offers 
clinical services and training in vocational skills. This is 
complemented with technical assistance, parent education 
efforts and an advocacy initiative at the national level. The 
program is rooted in the belief that teen pregnancy, sexually 
transmitted diseases, violence, abortion and other adolescent 
health issues are manifestations of issues such as poverty, 
ignorance, apathy and discrimination that lie at the roots. “We 
know now that giving information is not enough,” says Esiet. 
“Even at the micro level, skills need to be given, the environment 
needs to be appropriate.” 


Creating an appropriate environment in a setting where no 
one talks about the issue, where gender inequities abound, 
and where political processes are unresponsive is hardly easy. 
Contradictions abound. Parents may overtly condemn pre- 
marital sex but it is also implicitly sanctioned — as a way to 
determine a woman's fertility before marriage. Another key 
barrier is the perception that providing information on sexuality 
fo young people is tantamount to giving them licence to go 
and have sex. A media report highlighting this perception led 
to a ban on Action Health's school program in 1992. 


Action Health has defined one underlying principle to overcome 


penn barriers. Sexuality education is different from sex 
education; sexuality is defined as “a total expression of who 
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Through vocational 
SRKIUS training, we 
have been empowering 
young girls to deal 
with the lack of 
economic power and 
many of the things 
that lead them to 
lake risky sexual 
decisions.? 


— Nike Esiet, 
Action Health 
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you are as a human being”. The organization uses the following 
strategies — based on this underlying principle: 


Working to make community development 
associations, parent and teachers’ associations, and 
religious institutions understand sexuality education. 


Working with the media to bring sexuality into the public 
domain. 


Using extra-curricular activities at schools to reach 
young people. 


Finding opportunities to showcase the gains of working 
with young people, and demonstrating that such 
education benefits, rather than corrupts, them. 


Creating life skills, instilling leadership and decision- 
making skills, and building self-esteem levels of young 
people. 


Providing opportunities, specially for girls, to work and 
earn after school. 


Creating avenues for adolescents to discuss issues that 
the larger community ignores. 


Involving teenage boys in the discourse of challenging _ 
gender roles. 


Using sympathetic government officials to penetrate 
unresponsive institutions. 


Providing opportunities for key policymakers to 
participate in identifying the problem. One outcome 
of this process is the establishment of an Adolescent Health 
committee within the health ministry. 


Encouraging key officials to publicly associate 
themselves with the issue. 


Developing a comprehensive sexuality education 
guideline in collaboration with other non-government 
organizations and policymakers. About 75 organizations 
have formally endorsed these guidelines. 
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Breaking the silence 
“In our society, sex is the secret that everybody knows,” says 


Palestinian sex educator Safa Tamish. “It’s a secret between 
female neighbors having a cup of coffee before their husbands 
return home. It’s a secret between teenagers looking at porn 
magazines. It’s a secret between husbands and wives, brothers 
and sisters. It’s a secret of a woman with herself upon 
masturbating. It’s a secret between an assailant and his victim. 


The subject is shrouded in total secrecy.” 


Breaking this silence is the key challenge for Tamish, who 
embarked on a sexuality education initiative in 1995 in 
collaboration with The Tamer Institute for Community 
Education. The first step consisted of organizing a series of 
workshops where the issue could finally be discussed. More 
than 135 workshops consisting of 2,200 men and women had 
been held by May 1998. Participants include professionals, 
young people, married couples, college students, and 
housewives — for whom separate workshops are organized. 


The workshops have provided the following insights into 
sexuality education. 


¢ Men and women are willing to discuss issues of sexuality, 
as long as the discourse is framed within the values, culture 
and religious norms of Palestinian society 


e Participants who are less educated discuss sexuality more 
openly than the highly educated. In the workshops, less 
educated persons expressed their feelings using terms such 
as “I feel,” and “I think”, unlike highly educated persons 
who distanced themselves from the issue through 
generalizations such as “Arab society is...” 


¢ Despite prevalent stereotypes, Muslim populations are 
receptive to sexual themes. In fact, Islam recognizes and 
underscores the importance of pleasure to both partners, 
men and women within marriage. 


Female adolescents are willing to change traditional gender 


roles ascribed to them, unlike male teens, who categorized 
this as an issue for’ women. 


Married and single persons have the same attitudes to and 
knowledge of sexuality. 


A unique finding in this context is that Palestinians imprisoned 


on political grounds learn about sexuality from one single 
source: fellow Palestinian political prisoners. 
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© Authorities ‘from the 
Ministry of Education 
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close.” 


—Safa Tamish, 
Tamer Institute for 
Community Education 


IMPLEMENTING SEXUALITY PROGRAMS: Lessons LEARNED 


The following key principles for sexuality education have 
emerged from these learnings. 


e Sex education is a collective responsibility. Although 
individuals need to be educated, several actors including 
families, schools and communities must collectively assume 
responsibility for this task. 


e Changing people’s value systems requires a gradual, 
culture-sensitive approach. 


e. Simultaneous changes in all institutions and at all levels 
are needed for sexuality to root itself in society. For 
instance, Islamic law allows a woman to seek divorce if 
her husband doesn’t give her sexual pleasure, but the 
culture doesn’t sanction pleasure for women. Legal and 
cultural changes are both needed for this law to be used. 


Other project components include research, production of 
training and educational materials on sexuality, and training 
school counselors on these issues. Training public high school 
counselors of both sexes is essential, since Tamish does not 
have permission to enter schools directly. Quantitative and 
qualitative research, which is being carried out among 1500 
men and women at 5 major Palestinian universities, aims to 
understand sexual knowledge and behavior. 


Sexual abuse is one major issue that both research and training 
has pinpointed. It was expected that questions on this sensitive 
area would remain unanswered in surveys; instead they have 
shown that sexual abuse exists — and is not addressed. Surveys 
indicate that participants want interventions, rather than further 
research to deal with this issue. 


At the school level, trained counselors who previously shied 
away from reporting sexual abuses to their supervisors are slowly 
learning to grapple with these issues. But it doesn’t come easy 
— there are no laws against sexual abuse in Palestine. Neither is 
there job security; a counselor can be dismissed if a parent 
complains. Says Tamish: “Authorities from the Ministry of 
Education are now saying, ‘you are opening doors that we 
cannot close.’ ” 
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Changing the curriculum 
After the 1974 Bucharest conference on population, Mexico 


was one of the first countries to officially introduce sex 
education. But 25 years later, sex education is still approached 
from a bio-medical perspective. Three initiatives aim to introduce 
the reproductive and sexual rights perspective into this 
curriculum, explains Gabriela Rodriguez, who has produced 
films and written books on sexuality for the last 15 years. “Young 
people get some information about physiological changes at 
puberty, on reproduction, and sexually transmitted diseases 


like AIDS,” she says. “That’s it.” 


Rodriguez is a key actor in the following initiatives: 


. 
. 


e translating research findings into a series of publications to 
influence policymakers, the sex education curriculum, and 
teachers who administer it. 


e forming Demysex, a new network of non-government 
organizations that work in sex education. 


e developing Afluentes, a new reproductive health resource 
center in Mexico. 


The name Afluentes means ‘small currents that converge in a 
river,’ and this is largely the approach of these initiatives. “We 
are very small, but we want to influence the big,” explains 
Rodriguez. 


A critical barrier to changing the curriculum is strong church 
and right-wing opposition to issues of sexuality. Although 
church and state were separated almost 100 years ago in Mexico, 
concepts of ‘sin’ still prevail, and religion and politics ally 
together on issues such as sexuality. Women are separated into 
those you can sin with (sex workers), with whom men wear a 
condom, and wives, with whom condoms are rarely used. 


Building alliances is a key strategy to address these barriers, 
but Demysex - which stands for Democracy and Sexuality — 
will only network with those organizations with whom it shares 
basic values. This learning emerges from a 1993 attempt to 
network with right-wing groups, which led to the loss of HIV/ 
AIDS in the sex education curriculum. The network currently 


includes feminist groups, §ay organizations, family planners, 
academics and anthropologists. 


In 1998, the Ministry of Health invited the network to train 


200,000 teachers across the country on sex education. Thus 
raining is a key strategy to impart progressive values around 
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sexuality education. “We will work at the training level,” explains 
Rodriguez, “but not at the curriculum level. Our hope is that 
the teachers will themselves ask for the changes in curriculum.’ 


Other strategies that these three initiatives will use include: 
e placing sexuality education within the context of values. 
e forming alliances with parents’ associations. 


e building closer links with productive projects for 
women, and getting their support for sexuality education. 


e linking NGOs, academics and policymakers in new ways. 


e collecting, re-packaging and disseminating information 
on sexual health 


e helping NGOs work more closely with teachers, health 
personnel and communications experts. 


How can programming in sexuality be made more effective? 
In a stimulating discussion following the presentations, 
participants shared key insights and identified major challenges 
in strengthening programming in this area. 


Discerning values: Programs in sexuality education need to 
work at the individual level to bring about change, usually 
beginning from the individual’s value system. However, 
programs need to be informed by their own values and 
perspective; what distinguishes a good sexuality program from 
a bad one is often the values it imparts. The goal of sexuality 
education is to change the individual's values around sexuality 
via culture-sensitive approaches. 

What values do sexuality education programs need to promote? 
This question was raised after a participant shared her decision 
to support a group undertaking youth sexuality education, even 
though its goal of promoting abstinence conflicted with her 
values. Should programs promote values related to sexuality 
i.e. sex is pleasurable, abortion is a woman's choice etc.’ Or 
should they only promote a core set of underlying positive 
values of respect, trust, honesty and democratic relations, leaving 
it to individuals to make their own decisions on sexual issues? 
Who should decide on the core values of a sexuality program? 
The concern that donors might impose their own values in 
supporting sexuality programs was highlighted in this context. 
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Rooting sexuality in a context of gender sensitivity: All 
participants agreed on one core value of sexuality education: 
gender sensitivity. The question then is this: how can sexuality 


programs become gender sensitive? 


Sexuality needs to be rooted in gender-sensitivity programs, 
rather than vice-versa. Including sexuality as a component of 
gender-training programs is one way of achieving this. It is 
critical to make linkages between economic and sexual needs 
— women need better life conditions to negotiate sexuality. 


Redefining masculinity in a positive way: Broadly speaking, 
gender sensitivity means redefining female — and male — roles. 
There is a need to redefine the “ndtches on the belt”, ie. the 
definition of a real man. Linked to this is the need to teach men 
how to give women pleasure, and develop materials for boys 
and girls that present examples of different kinds of sexual 
choices and gender relations. Recovering traditional stories of 
positive rites of passage is one way of effecting this. 


Researching sexual issues: Over the last few years, sexuality 
1s being increasingly researched. However, this research often 
tends to be voyeuristic and insensitive to the needs and feelings 
of subjects, especially the need for privacy and confidentiality. 
Research agendas, designs and methodologies tend to emerge 
from the North. As professional market research agencies enter 
the field in some countries, it is increasingly being forgotten 
that research needs to feed into interventions related to sexuality. 


Participants unanimously underscored the need to develop 
ethical guidelines on researching sexuality. This must be 
preceded by an ethical review of current research practices in 
the field. Issues of informed consent, ‘who’ does the research, 
and its purpose — to improve people’s lives — are important 
considerations. Researchers need adequate training to take on 
sensitive issues such as sexual violence. Mechanisms must 
ensure that research doesn’t remain on paper, but translates 
into programs that provide services. 


Building alliances. Organizations often build strategic alliances 
with a diverse set of actors, whose goals and perspectives may 
differ. In this context, a discussion centered on the criteria for 
building alliances with religious leaders. Are these alliances 
made because religious leaders can influence people, because 
they can convey messages, or to sensitize leaders? Religious 
heads often endorse positions that are anti-women e.g. Islam 
is used as a justification for female genital mutilation, even 
though the religion does not sanction the practice. Given this, 
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how can an organization ensure that building this alliance will 
not compromise its work? 


It was clarified that such alliances are limited in nature: alliances 
are made with progressive groups within religious institutions. 
Religious leaders are not used to convey the message, but to 
convey to their congregations the need for the message. A 
participant described how an attempt to ally with religious 
groups in Mexico led to the loss of a critical part of a sex 
education curriculum; the network has decided only to build 
alliances with those endorsing a common set of core values. 
Another participant shared a positive experience: a priest 
discussed spiritual aspects of sexuality in the Philippines. 


Using popular mechanisms: |n the context of the rise of 
fundamentalist forces in many countries, several participants 
expressed the need to reach larger audiences. Unlike right- 
wing forces, which rely on popular mechanisms such as soap 
operas and music, progressive forces have a tendency to use 
more limited, even elitist, mechanisms. Is there a need to learn 
from the success of the right wing in reaching mass audiences? 


A lively debate sprung up around this issue. Some participants 
felt that these forces succeed mainly because of content: their 
message of “no choices” is simple. “Our vision is more complex, 
challenging, and harder to get across,” said one participant. 
Others felt the need to borrow right-wing advocacy tactics in 
getting across progressive messages. “I'll be in a meeting with 
one right-wing person, and get 100 faxes by the time I’m back 
in my office,” explained a participant. 


The Soap Summit was cited as an example of using a popular 
mechanism to put across a popular agenda. This US-based 
initiative aims to change teen attitudes to sexuality by 
influencing the content of-daytime soap operas. There is a 
need to utilize avenues e.g. women’s magazines — which reach 
wide audiences — more effectively. 


Evaluating sexuality programs and initiatives: \t takes time 
to change sexual values and mindsets. When programming in 
this area, it is important to be flexible, to consider the qualitative 
aspect of programs and to respect the integrity of the 
participatory process. Given the dearth of key actors in the 
arena of sexuality, it is important for donors to provide 
continuing support to individuals and institutions that take 
the cultural risk to enter this field. a 
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¢ We came together to talk about two of the most fundamental things 
in the world — money and sex. We came together to learn from our 
resource people, to learn from each other, and to learn from our 


Nleractions. 


— Mary Ann Burris, 


Ford Foundation 
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Conclusion 
Moving forward 


In the closing session of the Reproductive Health Affinity Group 
meeting, participants unanimously agreed that the meeting had taken 
a critical first step in bridging the conceptual divides that have 
traditionally separated economic development, reproductive health 
and sexuality. 


In this context, participants emphasized the following linkages between 
these issues. 


e Good health, including reproductive health, is a vital asset that 
individuals require to overcome poverty, improve their life 
circumstances and to build communities. In this sense, good health 
advances the key human development goal of improving the 
wellbeing of men, women and their families around the world. 


e In all societies, the economic environment sets the stage within 
which health policies and programs are developed. Globalization 
is redefining fundamental aspects of the political economy, such 
as the role of the public and private sectors. It is essential to 
understand and consider the implications of this changing context 
while developing reproductive health policies and programs. 


e Given that health is a key component of human development, the 
challenge is to ensure that reproductive health is central to the 
development agenda. In other words, the challenge is to bridge 
traditional divides of hard and soft, public and private, men and 
women. Participants collectively identified a number of strategies 
— at community and policy levels — to place reproductive health 
more firmly on the agenda of development. 


e Men and women experience a range of needs — be they economic 
or sexual — simultaneously, rather than sequentially. Given this, it 
makes little sense to privilege or address one need over another. 


e Sexuality is a critical dimension “of human development and needs 
to be acknowledged as such. It is critical to address issues of 
sexuality even in resource-poor settings where economic needs 
‘seem’ to eclipse all other needs. Participants identified a number 
of concrete strategies to overcome common social, economic, 
political, and cultural barriers to working in the area of sexuality. 


e The issue of gender cuts across all aspects of human development. 
Participants repeatedly underscored the need to mainstream gender 
at all levels and across all institutions: community groups and their 
constituents, program planners, service providers, policymakers 
and donor agencies. All individuals and institutions need to look 
at policies and programs through gendered eyes. This is the next 
big step in bridging the divide. 
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Reproductive Health Affinity Group 


The Reproductive Health Affinity Group consists of 
program staff at the Ford Foundation who dedicate a 
significant portion of grant making to reproductive health 
efforts or engage in collaborative grant making with 
colleagues working in reproductive health. Its members 
have diverse disciplinary, activist, and geographical 
backgrounds, but they share a vision and an aim. 


The affinity group aims to advance the field of 
reproductive health and sexuality worldwide within the 
framework of the key human development goals of 
improving the quality of life, affirming justice and human 
dignity, and achieving equitable and sustainable 
development. 


To accomplish this mission, the affinity group focuses on 
four complementary areas: 


e Developing strategies for strengthening the impact of 
reproductive and sexual health policies and programs 
worldwide 


Encouraging communication and information sharing 
among Foundation staff, grantees and other actors in 
the field of reproductive health and sexuality 


Strengthening partnerships and cross-program 
collaboration within the Foundation 


Promoting professional development and learning. 


